
Assisted delivery with long labor or large baby

Why long labor and fetal size matter

In clinical practice, assisted vaginal birth is most often discussed during the
second stage of labor, after full cervical dilation, when pushing has been
prolonged, maternal effort is becoming ineffective, or fetal heart rate
patterns suggest that birth should happen sooner. A long second stage can
reflect many factors: fetal malposition, an asynclitic head, inadequate
contractions, dense regional anesthesia, maternal fatigue, or simply the normal
variation of first births. The key question is not only how long labor has
lasted, but whether the baby is descending and whether mother and baby remain
clinically stable.

Suspected large baby, often called suspected macrosomia, adds another layer.
Ultrasound and clinical estimates can be helpful but are not exact, so
decisions are usually made from a probability rather than a confirmed
birthweight. A larger baby may be more likely to need extra space to rotate and
descend, and shoulder dystocia counseling may be appropriate when the head is
expected to deliver but the shoulders may be difficult. This does not mean
assisted birth is always unsafe or always necessary. It means the team should
be deliberate about prerequisites, risks, and the threshold for moving to
cesarean birth if vaginal birth is no longer the best option.



What assisted vaginal birth can and cannot do

Assisted vaginal birth uses an instrument to help guide the baby’s head through
the birth canal while the birthing parent pushes, usually during contractions.
Vacuum-assisted delivery uses a suction cup attached to the baby’s scalp.
Forceps-assisted delivery uses curved metal instruments placed around the
baby’s head. Both are intended to add traction and direction, not to pull a
baby through a pelvis when descent is not possible.

Before using either instrument, clinicians usually confirm that the cervix is
fully dilated, membranes are ruptured, the fetal head is engaged and low
enough, the head position is known, the pelvis is judged clinically adequate,
pain relief is appropriate, and there is a plan for what happens if the attempt
fails. These assisted vaginal birth prerequisites matter even more when labor
has been long or a large baby is suspected, because failed attempts can
increase urgency and may complicate a later cesarean birth.

Vacuum and forceps have different strengths. Vacuum may be associated with less
maternal soft-tissue trauma in some situations, but it can detach and is
usually less suitable for certain malpositions or very urgent births. Forceps
may provide more control for rotation or rapid delivery, but can increase the
risk of maternal perineal trauma. The best choice depends on fetal station,
position, urgency, clinician skill, and local protocols.

Decision-making when the second stage is prolonged

A prolonged second stage is a signal to reassess, not a diagnosis by itself.
The team may evaluate contraction pattern, maternal temperature, hydration,
bladder fullness, epidural effect, pushing technique, fetal heart rate, and
whether the head is rotating and descending. Sometimes changing position,
resting briefly, treating an overfull bladder, adjusting oxytocin, or allowing
more time is reasonable. In other situations, particularly with concerning
fetal monitoring or maternal exhaustion, shortening the second stage becomes
more important.

When assistance is proposed, informed consent should be concise but real, even
if events are moving quickly. The clinician should explain the indication, the



proposed instrument, expected benefits, major risks, and alternatives such as
continued pushing or cesarean birth. It is also reasonable to ask where the
baby’s head is, what position it is in, how many pulls or contractions will be
attempted, and what criteria would lead the team to abandon the assisted birth
attempt.

Location matters. Some assisted births are performed in a birth room; others
are moved to an operating theatre, especially when the chance of failure is
higher or when immediate cesarean capability is prudent. This does not
necessarily mean something has gone wrong. It can be a safety strategy when the
clinical picture includes prolonged pushing, suspected large baby, or fetal
heart rate concerns.

Large baby, shoulder dystocia, and caution with instruments

When a baby is thought to be large, the most feared complication during vaginal
birth is shoulder dystocia, where the head is born but the shoulders do not
deliver easily. Shoulder dystocia is usually unpredictable, and many large
babies are born without it. However, suspected macrosomia, diabetes, prolonged
second stage, and operative vaginal birth are among factors that may raise
concern. This is why assisted delivery in the setting of a large baby is
approached with particular caution.

An instrument can help deliver the head, but it does not directly solve a
shoulder problem. If the head is delivered and the shoulders become stuck, the
team must use specific maneuvers to release the shoulders and protect
oxygenation. For this reason, clinicians consider whether the head is low
enough, whether descent has been progressive, whether the estimated fetal size
is within a range where vaginal birth remains appropriate, and whether the
birth team is prepared for shoulder dystocia.

Evidence about planned induction for suspected macrosomia suggests it may
reduce shoulder dystocia and slightly reduce birthweight, without a clear
reduction in cesarean section or instrumental birth rates. That finding can be
useful during antenatal planning, but it does not replace individualized
counseling during labor. Once someone is in a long second stage, decisions
depend on the current fetal position, station, monitoring, maternal condition,
and available expertise.



Risks, benefits, and what to ask in the moment

The benefit of assisted delivery is that it can achieve vaginal birth sooner
when birth is close. This may avoid the physical and surgical risks of a
second-stage cesarean birth, reduce time with a concerning fetal heart rate
pattern, or help when maternal exhaustion or medical conditions make further
pushing difficult. For some families, an assisted birth is a short, intense
intervention that prevents a more complex emergency.

The risks vary by instrument and situation. For the birthing parent, possible
risks include perineal tears, obstetric anal sphincter injury, pain, bleeding,
urinary or bowel symptoms, and emotional distress if events feel sudden. For
the baby, vacuum can be associated with scalp swelling, bruising,
cephalohaematoma after assisted birth, jaundice, or rarely more serious
bleeding. Forceps can cause facial marks or bruising and, rarely, nerve injury.
Most marks improve, but newborn observation is important.

Useful questions include: is the baby low enough for a safe attempt; what is
the exact head position; why is this recommended now; would forceps or vacuum
be safer in this situation; what are the signs the attempt is not working; and
is a pediatric or neonatal clinician needed at birth? These questions are not
about delaying urgent care. They help align the team and family around the same
clinical reasoning.

After birth: recovery, observation, and emotional processing

After an assisted birth, immediate care usually includes assessment of maternal
bleeding, perineal injury, bladder function, pain control, and the baby’s
condition. If forceps or vacuum were used because of fetal concerns, the
newborn may have closer observation for breathing, tone, feeding, bruising,
scalp swelling, or jaundice. If shoulder dystocia occurred, clinicians may also
assess arm movement and clavicles. Parents should be told what happened in
plain language, including the indication for assistance and whether any
complications were identified.

Recovery can be straightforward, but it can also be physically and emotionally
demanding. Pelvic floor symptoms, significant perineal pain, urinary leakage,



fecal urgency, wound concerns, or persistent heaviness deserve timely review.
People who experienced a rapid escalation, difficult consent process, or fear
for the baby may benefit from a postnatal debrief with the maternity team.
Understanding the sequence of decisions can reduce self-blame and clarify
planning for a future pregnancy.

For future births, a previous assisted delivery does not automatically mean the
same will happen again. Planning should consider the original indication, fetal
size, diabetes status, pelvic floor recovery, any obstetric anal sphincter
injury, and personal preferences. A medically literate discussion with an
obstetrician or midwife can help translate the prior birth record into
realistic options.


